and 69 years of age because the experiences of these groups are most relevant to the issue of retirement age. As can be seen from figure 1, the death rates for women in this age range have been declining rather steadily since 1950. In fact, death rates for women of this age began to decline rapidly and steadily in about 1935, so this trend has been operative for nearly 50 years (Moriyama 1964) . We can see from figure 2, on the other hand, that the rapid downward trend in death rates for men between 50 and 69 years of age has been in effect only for the past 15 years. We should also note that at each age in this range, the death rate for men is twice as high as the death rate for women.
It has been suggested that the decline of death rates for this age segment is tantamount to improved health or to a reduction in the prevalence of ill health and work incapacity ( (Woolsey 1950, 170, 178) .
[Approximately 12 percent of men aged 55 to 64 were reported as having been kept from working because of illness on the day of the interview. Since the data presented here for the recent period pertain to relatively long-term disability, the 1949 statistics must be adjusted. About three-fourths of those reported as disabled had been, by the day of the interview, disabled for 3 months or longer. This means that approximately 9 percent of all men in the age group had been disabled for 3 months or longer. The estimate of 10 percent in the text includes an additional correction for men with a disabling chronic condition that had its onset within 3 months prior to the interview.) The rate was apparently even lower in 1935 (Woolsey 1950, 183) . Thus, rather than the predicted decline in the prevalence of work disability, we appear to have been experiencing an increase.
Some definitions are in order at this point. We are here defining a disabled person as one who is reported as not being able to work at all because of one or more chronic conditions. Examples of such chronic conditions would be coronary heart disease, arthritis, a musculoskeletal impairment due to an accidental injury or a stroke, and blindness. We are not restricting our definition to the totally and permanently disabled. We are counting cases here, however, only if they are relatively longstanding. Total recovery or rehabilitation for the disabled in the relevant age groups tends to be relatively rare, although partial recovery does occur rather frequently (Schecter 1979; Treitel 1979) .
Some of the individuals who are here being counted as work disabled would probably, under the proper circumstances, be able to earn money at some type of employment; not all of them are totally disabled. However, these are individuals who are unable to perform the duties of a regular job of a type for which they appear suited. 62 to 64, 29 percent of the men who had not been graduated from high school were unable to work because of a health problem; among men completing one or more years of college, only 8 percent had such a limitation due to health. Those with less education are likely to be in more physically demanding jobs than are those with more education. The less educated may also not have the skills necessary to be employed in a physically less demanding alternative job. There are a number of other explanations for these observed differences but they need not concern us here (Feldman 1982, 16 ). The central question facing this commission in this regard is whether the prevalence of work disability of people in their sixties will decline in the future as successively more highly educated generations pass through that age range. I know of no way to answer this question with any certainty. It would seem, however, that trends in the occupational and industrial structure of the economy would be as important as trends in educational attainment. It appears likely that there will remain in the future a substantial number of jobs that are physically or emotionally demanding. While service industries are projected to be the fastest growing employment sector, it should be kept in mind that strenuous work such as automobile repair and hospital nursing are expected to be rapidly growing components of the service sector. Similarly, rapid growth in employment opportunities is expected in eating and drinking establishments, jobs that also require considerable stamina (Personick 1981) .
Differences in work-disability rates between men and women can be examined in figure 6. At each age, women are reported as having a higher prevalence of work disability than are men. As was pointed out in connection with figures 1 and 2, the death rates for men in this age range are twice as high as those for women. The discrepancy between the mortality and disability differentials confirms our contention that mortality rates are very poor indicators of work-disability prevalence rates across population groups or over time.
In figure 7 , we observe the rapid increase with age in the prevalence of certain functional impairments. For instance, about 22 percent of all women between 35 and 44 years of age experience some trouble standing for long periods; this prevalence nearly doubles by ages 55 to 64. Only four typical functional capacities are shown in the chart but the age patterning in prevalence is nearly identical for a wide variety of physical activities that are commonly required for jobs.
We can see from figure 8 that the age pattern for men is quite similar to that for women although the reported prevalence rate at The measures of equivalence considered in this note take into account mortality, but do not take into account morbidity. That is, they adjust for the expected length of life spent in retirement, but they ignore the question of whether that life is spent in a more or less healthy condition. One reason for ignoring that question in this note is that morbidity is much more difficult to quantify than is mortality. . . . Another reason for ignoring morbidity is that we believe that mortality and morbidity are correlated. That is, when mortality improves, morbidity also tends to improve.
I suggested earlier that a decline in mortality rates can be connected with an increase in morbidity rates. As can be seen in the top panel of figure 9 , the prevalence rate of disabling heart disease has been increasing throughout the recent period of rapidly declining heart disease mortality rates. People with disabling heart disease may be surviving longer (Elveback, Connolly, and Kurland 1981 Figure 9 shows the upward trend in the prevalence of disabling arthritis during the past decade or so. While it is not clear why this prevalence has been increasing, there is no particular reason why reductions in mortality rates should result in a reduction in the prevalence of arthritis or of any of a number of other disabling conditions that are generally not lethal. It has been suggested that the future trend will be markedly different from that depicted here. The concept of the "compression of infirmity" has been receiving wide currency (Fries 1980; Fries and Crapo 1981, 85-93) . It is held by some that the age at which chronic diseases manifest themselves is largely under our control as individuals and as a society. The age of onset of disability could be delayed by attention to such personal health habits as exercise, cigarette smoking, alcohol abuse, obesity, and dietary intake as well as the management of high blood pressure and control over environmental pollution. Under this scenario, a widespread reform in personal health habits is taking place and will eventually result in the postponement of the age of onset of disability. The prevalence of work disability would certainly then be lowered in the age span of concern to us here. In terms of figure 4, the stock of disabled at age 55 would be much smaller and the flow of stream 2 would be much slower, thereby reducing the proportion of disabled at age 65 and, of course, at all intervening ages.
What the future holds in this regard is very much a matter of conjecture. The long-term impact of further mortality reductions on the health of the surviving population is difficult to gauge. What has been happening with regard to diabetes is instructive. Diabetes is a condition of which we do not as yet know how to retard the onset but for which the duration of survival subsequent to onset has improved tremendously. Before the use of insulin in the management of diabetes, very few patients lived more than 3 or 4 years after diagnosis. Diabetic comas caused very early deaths. Subsequent to the use of insulin and other advances in the management of diabetes, patients began to survive for far longer periods of time. Medicine became aware of a wide variety of late complications of the disease that arise only after an individual has lived with the disease for many years. When almost all patients died soon after onset, there was no way of knowing what the late complications would be. The greatly improved survival of diabetic patients has resulted in an extremely large increase in the prevalence of the condition and such disabling complications as vision loss and cardiovascular problems (Marble 1976 ). The lesson to be learned from this is that we forecast the future course of disability prevalence at our own peril (Dubos 1959) . The "compression of infirmity" is based on the anticipation of an imminent widespread reform of personal health habits. Certainly a lower proportion of the population smokes cigarettes now than was the case a decade or two ago. Some other health practices have also shown improvement, but there is no assurance that these trends will continue. Furthermore, it is not clear that the recent trends for alcohol and drug abuse have been particularly favorable. It is difficult to place a great deal of confidence in a forecast of future disability rates that is contingent on a widespread and permanent change in behavior.
I have attempted in these remarks to inject a note of caution regarding the forecasts of a rapid decline, perhaps by the turn of the century, in the prevalence of work disability. On the other hand, we cannot extrapolate the recent increases in work-disability prevalence very far into the future; advances in the prevention, treatment, or rehabilitation of musculoskeletal conditions could be countervailing factors. In addition, jobs could be redesigned to accommodate the handicapped. Given the many intangibles, the commission's recommendations concerning the retirement age will undoubtedly have to be formulated in the face of considerable uncertainty regarding the future course of disability prevalence rates. "Increases in longevity in the past have generally been somewhat larger than the best-informed estimators had predicted" (Myers 1982) . Disability prevalence may well be more difficult to predict than is longevity. Our relatively poor record in predicting the future course of mortality rates does not bode well for our prediction of disability prevalence trends.
